Abstract
Introduction
People with chronic diseases face many obstacles, including having to rely on a medical system largely designed for acute illness. [1] Chronic diseases pose distinctive challenges to our health care system, with sufferers requiring frequent, ongoing access to health services and medications, and often developing complex multi-morbidities. [2] For the most part, individuals with chronic disease generally manage their own condition, making up to 99% of their healthrelated decisions without input from formal health services. [3] Patient education is the basis of effective chronic disease self-management and is essential to achieving improved outcomes for individuals with chronic disease. [4, 5] The goals of type 2 diabetes mellitus (T2DM) self-management education are to prevent complications, optimize quality of life and metabolic control, and reduce or prevent reliance on health care systems. [6] Research has shown that diabetes education leads to a range of outcomes including increased knowledge and understanding of diabetes, better self-management, heightened self-determination, enhanced psychological adjustment, and improved clinical outcomes. [7] Group-based education programs offer many potential advantages over individual education. Group programs allow time for the provision of more detailed information, decrease time demands on health workers' schedules, allow incorporation of families and carers into the education process, facilitate discussions and provide support from others facing similar challenges. [8] The benefits of group-based education for the management of T2DM, when compared with individual care alone, include significant benefits for clinical, lifestyle and psychosocial factors potentially substantially improving the outcomes of people with T2DM. [9] [10] [11] Additionally, research has shown that providing education in a group format rather than individually allows participants to explore their attitudes, and analyze their motives for current behaviours, potentially motivating them to improve their self-management skills and behaviours. [12] Group-based education programs therefore, may be more effective than individual education in empowering and motivating individuals to take responsibility for managing their condition. [12] Self-determination theory [SDT] is a theoretical framework explaining the motivational dynamics affecting health behaviours. [13] It proposes that humans have three innate psychological needs that are the basis for their self-motivation and personality integration, and are essential for ongoing psychological growth, integrity and wellbeing: competence; relatedness; and autonomy. According to SDT, competence is feeling effective and exercising one's capacities; relatedness is feeling respected, understood and cared for by others; and autonomy is the perception of being in charge of one's own behaviour. [13, 14] Meeting these three needs may help to motivate the initiation and long-term maintenance of health-promoting behaviours. [13, 15] Unlike other theoretical frameworks, which focus on the quantity of motivation, SDT is more concerned with the type of motivation. [13] The use of SDT as a conceptual framework to study motivational processes has been supported by a recent systematic review. [14] According to SDT, an individual's motivation and behavioural regulation, or ability to act in accordance with their values, can be categorized as either 'autonomous self-regulation', 'controlled regulation', or 'amotivation'. [13, 14] 'Autonomous' motivation is intrinsic and is based on the reflected endorsement in which people perceive that their behaviour emanates from themselves and find personal meaning from their behavioural consequences. [13, 14] In contrast, 'controlled' motivation is introjected and is externally regulated by pressure to meet demands or obtain rewards, [13, 14] while 'amotivation' refers to a state of lacking any intention to act. [13, 14] The more autonomously motivated individuals are, the more adaptive their behaviour potentially resulting in improvements in health outcomes. [14, 16] To understand individuals' experiences of group-based education for the management of T2DM, and to guide the development and facilitation of these programs in the future, this research aimed to explore the experiences of individuals who participated in a group-based education program.
The theoretical framework of SDT was used to explore two research questions:
1. What are group participants' motivators in relation to their diabetes management?
2. What impact do participants perceive that group interactions have on their experiences and motivation for self-management?
Methods
We used qualitative data obtained from semi-structured interviews with the participants of a group-based education program for the management of T2DM to explore their experiences of the program. The intervention is described in detail elsewhere. [17] Briefly, the intervention was a patient-centred, patient-directed, group-based education program for the management of T2DM. The intervention was developed using data from a preliminary literature review, a formative evaluation of interviews with the facilitators and participants from a range of chronic disease management group education programs, and a review of the Medicare group services information pack available to Australian health professionals. [18, 19] The program was evaluated using both quantitative measures to assess the effectiveness of the intervention, and qualitative interviews to assess the acceptability of the intervention. The intervention resulted in improvements in quantitative outcomes, and was acceptable to participants. [17] After program completion, telephone interviews were conducted with participants by a researcher independent to the program. Previous content analysis of the interview data formed a process evaluation, which allowed the researchers to explore group participants' preferences for group program structure and facilitation, their satisfaction with the program and their outcomes. The current study was a secondary analysis of the interview transcripts, which allowed the researchers to obtain a deeper understanding of group participants' experiences, motivators, and the effect of the group interactions on their motivation to self-manage their T2DM through the lens of SDT. Secondary analysis of qualitative data explores research questions different from those asked in the primary data analysis. This enables researchers to disentangle data from earlier perspectives and permit new findings to emerge. [20] In this way, secondary analysis can utilize descriptively rich qualitative data sets potentially leading to a deeper understanding of the data. [20] 
Data collection
Ethics approval was obtained from the Bond University Human Research Ethics Committee (Protocol Number RO1815) and verbal and written consent was obtained from the participants prior to the commencement of the intervention. Additionally, participants provided verbal consent prior to the commencement of the telephone interviews. Participants were invited to the group-based education program if they self-reported a diagnosis of T2DM or were referred by their GP as a diagnosed T2DM patient, were 18 years of age or over, had adequate cognitive ability, and had a sufficient understanding of English. Group participants were all recruited through feature stories in a free local newspaper. Thirty-three potential participants made initial contact with the researcher (KOJ) of which a total of 16 participants enrolled in the study. Three did not complete the intervention. Thirteen intervention participants agreed to take part in the telephone interviews, which represented the entire sample of intervention participants who attended and completed the six-week program.
Interview questions (Table 1) were developed prior to intervention commencement and were based on a previously developed interview schedule, which focused on a range of chronic disease management programs. The questions were further refined and piloted prior to intervention recruitment. The interviews were conducted by a dietitian external to the study with previous semi-structured interview experience. Prior to data collection, two pilot telephone interviews were undertaken within the research team. The interviews were audio-recorded, transcribed verbatim, checked, anonymized and corrected against the audio files by the first author (KOJ). No incentives were provided to group participants to take part in the intervention or telephone interviews.
Data analysis
Two authors (KOJ & DPR) completed an initial thematic analysis using an iterative approach including independent analysis followed by frequent discussions until agreement was reached on a final set of codes. The same two authors (KOJ & DPR) then identified preliminary themes and subthemes. Themes and subthemes were then mapped to the three key needs described in the SDT framework as overarching categories (Competence, Relatedness and Autonomy). [21] The themes were analyzed using a hybrid deductive and inductive thematic analysis approach based on the pre-selected SDT. [21, 22] An inductive approach directly draws codes, categories, or themes from the data, whilst a deductive approach uses preconceived codes or categories derived from relevant theory, research, or literature. [23, 24] The deductive analysis allowed the use of a predetermined theory to enable an in depth exploration in line with a previously described social phenomenology, whilst the inductive analysis allowed themes to emerge directly from the data. [22] One author (KOJ) wrote a summary of the themes and subthemes and identified illustrative quotations. A conceptual map was developed to illustrate the categories, themes and subthemes and their inter-relationships, which was discussed with the second researcher (DPR) to ensure integrity in the final presentation of results. The quotes presented in the results illustrate and exemplify the themes described.
Results
The characteristics of the participants are presented in Table 2 . The majority of participants were retired, aged 65 years or older, educated to a secondary school level, married, diagnosed 4 to 6 years ago and had never attended another group education program. Just over half of the participants were male. The intervention participants were predominantly Australian; however, some participants were born overseas.
The three needs proposed by SDT-competence, relatedness and autonomy-were used as the overarching categories in this analysis. Additionally, themes and subthemes identified during the process of data analysis reflected the breadth and depth of the concepts brought forward in the interviews (Table 3) . Representative quotes from participants illustrating key response subthemes are presented in Table 4 .
Themes and subthemes are presented in a conceptual map (Fig 1) . During the analysis, the researchers perceived these themes and subthemes to often be linked and inter-related, and these interrelationships are represented with arrows in Fig 1. Thematic inter-relatedness suggests that enhancing one aspect of an individual's self-determination may enhance other aspects, such as their motivation.
SDT: Competence
Competence was organized into two themes, Knowledge and Experience. The desire to gain or improve knowledge was a clear motivator for all participants, and appeared the prime motivator to attend the group-based education program. Within this theme, participants spoke of their change in knowledge related to T2DM due to the intervention, with only one of the participants stating that his knowledge remained unchanged. Increased knowledge was described in three main areas, diet, exercise, and self-monitoring of blood glucose (SMBG). Improvements in knowledge were generally attributed to either the group facilitators' knowledge, or the knowledge of other participants. Participants perceived to place great value on experiential knowledge.
Participants described identifying more experienced peers and respecting their opinions and knowledge over others in the group. Participants commonly associated time since diagnosis and experience of T2DM with increased knowledge and self-management skills. At times, participants reported being surprised that experienced participants lacked knowledge and selfmanagement skills, as they assumed that time since diagnosis was associated with improvements in these areas.
A majority of participants claimed to have made changes in their behaviours as a result of the knowledge gained from the group-based intervention, including changes in diet, exercise, SMBG testing, diabetes control and confidence. The only participant who did not report any physical changes in his behaviours was the most experienced participant. However, he did report being more aware of his diet, exercise and diabetes management.
SDT: Relatedness
Relatedness captured participants' experience of group-based education. There was one key theme, Group Interactions. This theme encompassed various subthemes including normalization, altruism, facilitator support, comparison with others, peer support, social aspects, reassurance, and group discussions. These were often interrelated, and included interactions between other group participants, and with the group facilitator. A key subtheme, normalization, captured participants' realization that other participants had situations similar to their own. Some of the male participants, who had been diagnosed for a number of years, noted that they had never spoken to anyone about their diabetes before coming to the group, but felt comfortable to share their thoughts, concerns and questions within the program. Normalization was closely linked to another subtheme, comparison with others. All of the participants described comparing themselves to others in the group, whether negatively or positively. Comparing themselves to others tended to either motivate them to improve or reassure them that they were doing well. Reassurance was also related to Competence. When comparing to those seen as 'doing better' than themselves, participants were either motivated to improve or looked up to these peers as experts. In contrast, when comparing to those seen as 'doing worse' than themselves, participants felt reassured, appeared more confident, or were concerned and wanted to help those they perceived were faring worse. Some participants noted that they were able to obtain some perspective by seeing others who seemed to not be coping, whilst some considered themselves to be different from others because of the specifics of their situation (e.g. one unmedicated participant stated that she was different as she was diet-controlled).
Peer support was also important to participants. Most participants noted that their peers in the group had provided support to them in various ways. They attributed this to other group members listening to their stories or questions, sharing personal information, having group discussions, and relating with them on a social level. Facilitator support also appeared to motivate some participants. For example, the facilitator taking interest in them in various ways, such as making them feel welcome and comfortable, listening to their stories, answering their questions, demonstrating respect, being open and friendly, and including them in discussions. The majority of the participants reported enjoying the social aspect of the group-based intervention, possibly because most of the participants were retired and may have lacked regular social interaction. Providing participants with morning tea in each session allowed them to move around the room and have conversations with others in the group, encouraging the social aspect of the program. Some participants reported being reassured during the groupbased intervention, mainly from the facilitator, however, at times by peers or by comparison with others.
A subtheme related to both Competence and Relatedness was additional contact time. Some participants mentioned that they would have liked the program to go for longer, whilst others were happy with the amount of contact time. Those wanting the program to be extended generally felt that more contact time would allow more time for group discussions and socializing, and believed that this may improve competence. Some participants did realize that others had commitments outside of the program, and that increasing the contact time may make participants less likely to commit to lengthy group programs. An interesting subtheme that emerged was that of altruism (helping others). Many participants reported an altruistic motivation to participate in the program, however some appeared to want to participate in the program in order to improve their own self-esteem. The majority of the participants who discussed helping others were referring to other people with T2DM, however one participant referred to helping his children should they be diagnosed down the track.
SDT: Autonomy
In relation to an individual's perceived ability to self-manage their condition the key theme was Motivation. Some participants described various motivators, categorized as either extrinsic or intrinsic. Other participants were categorized as 'amotivated' in accordance with the predetermined SDT category, as they were perceived to lack the intention to self-manage their condition.
Extrinsic factors that motivated participants to learn about and improve their diabetes selfmanagement included comparison with and motivation from others. These were often linked. For example, participants who compared themselves with others and felt that others were better managed than themselves seemed motivated to improve their own management. Most of the participants described intrinsic motivators to attend the intervention including being motivated out of interest, knowledge seeking or an internal desire to improve their self-management. Those participants motivated by knowledge seeking or interest usually had some knowledge but felt they needed a refresher, or had minimal knowledge and were not coping well with their diabetes. A few newly diagnosed participants' interview responses indicated 'amotivation' or described what seemed to be a lack of intention to act or change their self-management behaviours. Some described rationalizations such as sugar cravings, the weather affecting their ability to exercise, looking for miracle cures, unfounded views and a false sense of security.
Discussion
Using SDT as an analytic framework, qualitative telephone interviews of participants in a T2DM group-based program explored participants' experiences of the program, their motivators in relation to their diabetes management, and the impact of group interactions on their experiences. Three categories (Competence, Relatedness and Autonomy) encompassed the developed themes of Knowledge, Experience, Group Interactions and Motivation.
Knowledge and Experience were two subthemes of Competence. Similar to previous research (where group participants valued the opportunity to gain additional knowledge and report improvements in knowledge [25] ), participants highlighted knowledge seeking as a motivator for attending the program. Participants additionally expressed a desire to gain knowledge and improve competence from the intervention to improve their self-management activities, such as meal planning, medication administration, regular physical activity, and home glucose monitoring. [8] Adopting self-management skills is necessary to enable people with T2DM to effectively manage their diabetes, [26] and successful self-management requires sufficient knowledge of the condition and its treatment. [27] Participant self-report suggests that the intervention was successful in improving knowledge and consequently competence, with participants reporting various behaviour changes such as improvements in diet, exercise and exercise knowledge, and SMBG.
Participants attributed their improvements in knowledge to both the facilitator and peers. Peers in a group situation can offer knowledge, practical skills, personal competence, emotional support, and provide encouragement beyond the capacity of many health professionals. [28] Furthermore, participants considered that peers who had been diagnosed for longer than them as more knowledgeable. This insight suggests that it may be helpful to include more experienced peers in group-based education programs to improve the knowledge and competence of individuals newly diagnosed with T2DM. The WHO has recognized peer-support programs as a valuable and promising approach to diabetes education and management. [8] Previous research has identified the important role of the facilitator in setting the tone and guiding the direction of groups, which may significantly influence the participant outcomes. [29] Feelings of relatedness (feeling understood, respected and cared for by others [13, 14] ) was experienced through group interactions. Participants expressed that others in the group positively influenced them to learn and achieve changes in various areas of their diabetes management via peer identification, learning from other's experiences, and feeling inspired by role models or motivated by those who were experiencing complications that they wanted to avoid. Group interactions and peer identification have been shown to improve individuals with T2DM self-esteem, self-perception and self-efficacy, and to promote awareness, empowerment, and positive attitudes towards diabetes. [30] Social support provided by strangers, has been linked to improvements in self-management, psychological functioning and biomedical outcomes, [31] and identified as a clinically relevant factor on the pathway to glycaemic control in people with T2DM. [32] Utilizing a patient-directed approach, in which the content of the program is decided by the participants, therefore reflecting participants' own needs and questions, may encourage group discussions and group interactions. Previous research has indicated that when utilizing a patient-directed approach, participants pay close attention to the information provided, were motivated to make the changes they selected, attrition may have been improved, and participants were able to discuss their experiences, concerns and questions which resulted in lively and relevant sessions. [33] Autonomy as it relates to SDT, explored the motivators of group participants and interview data were themed to align with extrinsic motivation, intrinsic motivation or 'amotivation'. Extrinsic (external) motivators identified in the data included being motivated by others or motivated by comparing oneself with others. Intrinsic (internal) motivators identified included being motivated by interest, knowledge seeking, or an internal desire to improve selfmanagement behaviours. Intrinsically motivated individuals are more likely to experience improved behaviours and health outcomes. [13] These participants could be considered empowered. Empowerment is a concept used to describe individuals' acceptance of responsibility to manage their own condition and solve their own problems using information, rather than directives, from health professionals. [34] Patient empowerment literature views internal motivation as a more effective motivator for lifestyle change than external motivation, as at times individuals are externally motivated to make changes only to please their health professional, not usually resulting in long-term change. [34] 'Amotivation' refers to the state of lacking any intention to act. [13, 14] A few newly diagnosed participants' interview responses indicated 'amotivation' or a perceived lack of intention to act in order to improve their health and self-management. Other research has also reported that some individuals newly diagnosed with T2DM lack the intention to manage their condition, [25, 35] and tend to only take ownership of their diabetes and seek out more specific or detailed information once they have reached a degree of acceptance of their disease. [36] When receiving a diagnosis of diabetes, people are faced with new challenges and behaviours that are unknown and therefore they may lack the perception of competence or the feeling of being effective in their own management. [14] 
Strengths and limitations
Qualitative interviews were an ideal method to explore participants' experiences and perspectives of the intervention. Qualitative methods can provide rich and diverse data that are not obtainable through quantitative means. [37] Additionally, research has shown that obtaining participants' perspectives on group-based education can reflect individuals' real-life experiences and potentially result in data rich in human experience. [12] Data trustworthiness was achieved by independent analyses of the data by two authors (KOJ & DPR). Themes and subthemes were discussed until agreement was reached ensuring that the analysis was credible, and that no common themes or subthemes were missed.
Semi-structured interviews, primarily constructed of open-ended questions and probes, allowed group participants to provide in-depth information, which may have been missed using other research methods. However, the use of semi-structured interviews may have influenced participants' responses by prompting them to talk about topics that they may not have discussed otherwise. The interviews were conducted by a third party rather than the group facilitator in order to reduce the potential impacts of a perceived power differential and participants' potential reservations to be honest and comprehensive in their responses, particularly in relation to the group facilitator.
An additional strength of the study was the inclusion of individuals from a range of backgrounds with variations in the years since diagnosis. The majority of participants were aged over 65 years, which is likely due to the facilitation of the group program on weekday mornings when retired persons could attend. There is likely to have been some sampling bias-the sample characteristics of the group participants were dissimilar to the characteristics of participants in the AusDiab study. [38] Health professionals interested in particular sub-groups of the population not represented in the sample may wish to consider specific research with the community of interest.
All intervention participants agreed to take part in the telephone interviews, reducing any potential sampling bias, however the sample size was small due to recruitment difficulties. Although all participants were represented, the limited sample size makes it difficult to ascertain whether theoretical saturation was achieved. Research has shown that theoretical saturation is obtainable using six to twelve participants with interviews as the mode of data collection. [39] For the purpose of the qualitative component of this group-based education study, sample representativeness was not necessary, as the researcher was exploring lived experiences of individuals with T2DM in a real world setting. As with most qualitative research the results of this study should not be generalized beyond this group of participants or beyond the particular intervention.
A potential source of participant bias was that only participants who completed the course were invited to take part in the interviews. Alternate views may have been offered by those who elected not to take part in the intervention or did not complete the whole program. Additionally, it is possible that those who volunteered to participate in the intervention may have been more motivated than the average person with T2DM, which may have resulted in improved outcomes in comparison to 'amotivated' individuals.
Conclusions
This qualitative study is the first to demonstrate the application of the SDT to group-based education for the management of T2DM when viewed from the perspective of the participants themselves. A clear benefit of group-based education for the management of chronic diseases is the impact of relatedness. [21] Unlike individual education, group-based education provides direct opportunities for people to learn from peers, to be supported by peers, to compare themselves with others in the same situation, to socialize and to feel as though they have helped others. Relatedness seems to have impacted the motivation of individuals in the group, which aligns with the premise of the SDT that relatedness is one of the psychological needs that is the basis of self-motivation. [13, 21] Additionally, the enhanced effectiveness of patient-directed and patient-centred interventions may be considered through the lens of the SDT, which suggests that improving individuals' competence by encouraging relatedness and the feeling of autonomy improves their motivation and health behaviours. [13, 21] Previous research has shown that treating individuals with T2DM as autonomous and equal contributes to patient satisfaction. [40] In conclusion, the themes generated in the secondary analysis of the qualitative interviews align with SDT, suggesting that group-based education programs that foster group interactions may be addressing relevant psychological needs of individuals with T2DM and could improve their motivation. Previous research has shown that meeting the innate needs identified by SDT can motivate individuals to initiate and maintain health behaviours over the long-term. [13, 15] Group-based education programs appear to provide a critical forum for relatedness. Future group-based education programs may benefit from the use of SDT as a framework for intervention design to enhance participant motivation.
